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Prior Authorization Services

All Inpatient Services

Applied Behavior Analysis therapy
services (ABA)

Transcranial Magnetic Stimulation

Advanced Life Support (within 72 hours
of the date of service)

Genetic Testing

Home Health Care Services

Skilled Nursing Facility Services

All powered or customized wheelchairs
and supplies

All Inpatient Rehabilitative Service

All Inpatient Behavioral Health
admissions

Intensive Outpatient Program Services

Ambulance Transport — non-emergent

Hearing Aids
Prosthetic and Orthotic devices >$1200

Durable Medical Equipment >$500

All DME miscellaneous codes (example:
E1399)



Prior Authorization Services

Pain Management Services

»>Facets
»Epidurals
»Facets Neurotomy
» Sl Joints

Organ Transplants

Residential services

Gender Dysphoria Surgeries

Outpatient Services:

»Cosmetic/Plastic/Reconstructive Procedures
»Spinal Cord Stimulators
»Implantable Pain Pumps

Partial Hospitalization Program
(PHP)

Services beyond benefit limits
for members 20 years of age
and under

Any surgery or procedures that
are potentially cosmetic or
investigational will require a prior
authorization




Self-Referral Services

CareSource includes self-referral health partners in our network. For
both Hoosier Healthwise (HHW) and Healthy Indiana Plan (HIP),
members may self-refer to Indiana Health Coverage Programs
(IHCP) active providers for the services eligible for self-referral.

HHW Members

HIP Members
5

May receive self-referral services from Indiana Health Coverage
Programs (IHCP) enrolled self-referral health partners who are
not in the CareSource network.

CareSource reimburses self-referral services up to the applicable
benefit limits and at IHCP Fee For Service (FFS) rates.

Must go to an in-network health partner; OR
receive PA from CareSource to go to an out-of-network health
partner.

Exceptions: Family planning & emergency services
CareSource reimburses self-referral services up to the applicable

benefit limits and at a rate not less than the Medicare rate, or at
130% of Medicaid if no Medicare rate is available.




Self-Referral Services

The following services are eligible for self-referral:
« Psychiatric services
« Family planning services

The following services are eligible for self-referral, but may only be
provided to members receiving services through Hoosier Healthwise, HIP
State Plan Basic/Plus and HIP Plus OR while receiving the additional HIP
pregnancy-only benefits:

«  Chiropractic services

» Eye care services, except surgical services

 Routine dental services
« Podiatry services

The Indiana Administrative Code 405 IAC 5 (Hoosier Healthwise) and 405
IAC 9-7 (Healthy Indiana Plan) provide further detail.



How to Submit PA Requests

IEHE"- inmedmgt@-caresource.com
I:m 1-844-607-2831

Fax the prior authorization form to 844-432-8924
including supporting clinical documentation. The prior
authorization request form can be found on
CareSource.com.

CareSource

Attn: IN Utilization Management
P.O. Box 44493

Indianapolis, IN 46244

Provider =TeYar-|M Cite Auto Authorization




Prior Authorization Form

Check the box of Feelor-Service Losperative Managed Care Services (CMOS) Pz BU-265.5T20 F: SS639-2759
the entity that [ Anthem Hoosber Healthwlse P2 AbG-E5 15 F: Sib-dibi- 2R05
must muthorize Anthem Hoosber Heslthwise = SFHN P: 8002914148 F: S00-747-5693
the service. Hasrsler Heslthwise CareSource Hoosber Hesbthwlse P 446072601 Fr 8444325024
{Far managed — MDwise Hoosler Healthw ise See wwrnmilw e,
care, check the MHS Hoosker Healibwise Pz B77-44T 4848 F: Bbb-012-4245
member’s plan, Anthem HIP F:1-S44-835. 1995 | F: Sibdil- 2805
unless the Heality Indians CareSource HIP P2 B44-6T-2501 Fr 8444328924
service 1s Flan (HIF} MDwise HIF See www midwiseorg |
delivered as. MHS HIF P2 BTTH4TARIE F: Sbb-912-4245
feesforaservice. )

Hoosker Care Anthem Haoosber Care Connect P 1844384 1798 F: Sbb- 406 28015

Conneet MHS Hoosker Care Cosneed Pz BT 4848 F: Sbb-912-4245

Plewse complete all appropriate febds.

Requesting Provider Information

THCF Member IR}

Requesting Provider NFWProvider 1D:

Drase of Birth: Taxonomy:
Paglent Name: Tax N
Address: Provider Name:

CtyiStatefFIP Cade:

Rendering Provider Information

PatientGuardian Fhone: Rendering Provider NPUProvider 1

PMEP Name: Tax ID:
PMP NFL MName:
PAF Phismse: Adddress:

Ordering, Prescri i iz (OFR)

Frovide CleyiS e/ FAF Code:

OFPR Physbclas NP1

Medical D
§Use of 1L ostic Code 1s Reguired)
Please check the requesied assignment cabegory below: Name:
DsdE Imgaticnt Physical Thersgy Phone:
Purchased Ubservation Speech Therapy
Renred Offfice Visit Transporistion Fax:
Hoae: Health ‘Occupstionsl Therapy [ | Other
L] Hospice CIOutpaticen
Dades of Service | Procedured .
Seart Stop | Service Codes Muodifiers Serviee Descriptien Taxomeny | POS | Unbis | Dollars
Motes:

PLEASE NOTE: Your request MUST include medical documentation 1o be reviewed for medical necessiry.

Sagrature of Qualified Practitioner Date:

UHCF Frisr Autheritation Regoes Farm Page Tl 1
\ardinn A iy 26, P

For prior authorization
requests, please use the
IHCP Prior Authorization
Request Form.

It is located on the Forms
page on CareSource.com:

Hover over the Providers
tab and click on Forms.

Select your plan (Indiana
Medicaid) in the dropdown
menu.



Provider Portal & Prior Auths

Prior authorizations can be requested through the
provider portal.
« Select Provider Authorizations and Notifications

Enter CareSource ID and Start Date of Service and select Search.
Note: Member Eligibility is directly affected by date of service

Select Care Setting, Category and type of Prior Authorization

Enter provider information. Use dropdown to search by Provider Name,
NPI or Caresource Provider Number

Complete required fields and hit “Continue”

Select “Document Clinical” to continue

Click “Add” to choose Guideline of Service

Answer Guideline questions, hit Save and Submit Request




Prior Authorization List

 Located on our Provider portal
* Quick Reference Guide

10



Provider Portal Enhancements

You can now submit requests to update your
authorization requests in the provider portal.
« Add Additional documentation or change dates of service.
« Tip Sheet is located on the provider portal

« Under the Prior Authorization & Notifications you will also find

links to step-by-step guides, FAQ’s and everything you need

to know to get the fastest response to your authorization
request.

11




Prior Authorization Timeframes

Authorization Type

Standard pre-service 7 calendar days
Urgent pre-service 72 hours

Urgent concurrent 24 hours

Post service (retrospective review) 30 calendar days

To check the status of a prior authorization request, call 1-844-607-2831
or to go through the provider portal.

12




Prior/Retro Authorization
For Ancillary Providers

In order for ancillary services requiring prior authorization to be approved, the
services must be either authorized (specifically approving the ancillary services)
or the primary service must be authorized.

Ancillary Provider Types

Radiology
Anesthesiology
Pathology
Hospitalist services
Labs

Other professional services performed in an
inpatient or outpatient setting.

13




Retrospective Authorizations
For Advanced Life Support

As of November 15, 2019, Advanced Life
Support (ALS) ambulance trips are required to
have a retrospective authorization for services.

« Authorization requests must be submitted within 7
days after the date of trip.

 Failure to submit a retrospective authorization for
ALS services may result in a claim denial.

14



NIA Magellan

CareSource partners with NIA Magellan to implement a radiology benefit
management program for outpatient advanced imaging services.

Procedures requiring prior Services NOT requiring prior NIA Magellan authorization phone

authorization through NIA Magellan: | authorization through NIA Magellan: | number:

« CTI/ICTA  Inpatient advanced imaging + 1-800-424-4883
* MRI/MRA services
* PET Scans » Observation setting advanced
* Myocardial Perfusion Imaging imaging services
(MPI) « Emergency room imaging
*+ MUGA Scan services

» Echocardiography
» Stress Echocardiography

How to submit

e https://www1l.radmd.com/radmd-home.aspx or
 1-800-424-4883

Note: Imaging procedures performed during an inpatient admission, hospital observation stay or
emergency room visit are not included in this program.

15


https://www1.radmd.com/radmd-home.aspx

Dental Authorizations

CareSource partners with Scion Dental to administer dental benefits. Dental authorization requests
may be submitted via paper or online.

ONLINE:
Participating providers may contact the web portal team at ProviderPortal@scion.com to register for the
Scion Provider Web Portal and request a demonstration.

Some of the time-saving features of the Dental Provider Web Portal include:

* View member service history, covered benefits and fee schedules.

« Create a member eligibility calendar and view real-time eligibility for multiple members.

* View authorization guidelines and required documentation prior to submitting authorizations.
« Submit authorizations with attachments for faster determinations.

PAPER:
Paper dental authorization requests may be sent to:

CareSource IN: Authorizations
P.O. Box 745
Milwaukee, WI, 53201

Please reference our Dental Health Partner Manual for a list for services that require
prior authorization.

16



Sterilizations

17

Sterilization renders a person unable to reproduce.

Sterilizations are reimbursable for men and women only when a valid
consent form accompanies all claims connected.

Providers must allow at least 30 days and no more than 180 days
to pass between the date the member gives the informed consent
and the date when the provider performs the sterilization procedure.

For sterilizations planned concurrent with delivery, the patient must
give the informed consent at least 30 days before the expected date
of delivery.

The individual must meet the following requirements:
* Has voluntarily given informed consent
» |s 21 years old or older at the time the consent is given.
* Is neither mentally incompetent nor institutionalized.




Consent for Sterilization Form

Form Approved: OMB No. 08370166
Expiration date: 4/30/2022

CONSENT FOR STERILIZATION
NOTICE: YOUR DECISION AT ANY TIME NOT TO BE STERILIZEDWILL NOT RESULT IN THE WITHDRAWAL OR WITHHOLDING
OF ANY BENEFITS PROVIDED BY PROGRAMS OR PROJECTS RECENVING FEDERAL FUNDS.

B CONSENT TO STERILIZATION H

I have asked for and recelved Inforation about steriization from

_Vinen | frst asked
Docfar or CIni

for the Information, | was toid tat the decisin to be stediized s com-
pietety up to me. | was toid that | could decide not to De sterlized, IT | de-
cide not to be sterfized, my decision Wil not aMect my right to future care
or fraatment. | wil not lase any halp or Denats from programs receiving
Faderal funds, such a8 Temparary Assistance for Nesdy Familles (TANF)
or Medicald that | am now gesting or for which | may become eigible.

| UNDERSTAND THAT THE STERILIZATION MUST BE GONSIDERED
FERMANENT AND NOT REVERSIBLE. | HAVE DECIDED THAT | DO
NOT WANT TO BECOME PREGNANT, BEAR CHILDREN OR FATHER
CHILDREN.

| was told about those temporary methods of birh control that are
avaliable and oould be provided % me which wil aliow me to bear or father
a child In the future. | have rejeciad these altematives and chosen to be
sterflized

M STATEMENT OF PERSON OBTAINING CONSENT B
Before signed the
Name of Indhviduz!
consent form, | expained to NIMMEs the NAtWE of StenIZIton operation
L the fact that Itis

Spechy Type of Operation
Intended to be 3 final and imeversible procedure and the discomfons, rsks
and benefits associated with It

| counseled the individual to be sterlized that altemative methods of
oirth control are avalable which are temporary. | explained that steriiza-
tion Is different because It s pemmanent. | informed the Individual fo be
sterlized that hisiher consent can be withdrawn at any tme and that
neishe will net lose any health services or any benefils prowided by
Federal funds.

To the best of my knowledge and bellef the Individual to be stedlized Is
at least 21 years old and appears mentally competent. He/She knowingly
and voluntarlly requested to be sterlized and appears to unders@nd the
malure and consequences of the procedure.

| understand that | wil be sterlized by an operation known a5 a
e risks SIgnarure of Person Obfaming Conzent Tatz
Specky Type of Operation
and bensfits associated with the operation have been eiplained to me. AL
my questions have been answered to my satistaction Faclity
| understand that the operation will not be GMe untl at least 30 days
atter | 5ign this form. | understand that | can change my mind &t any time Aaress

and that my decision at any time not 1o be steriized will not result In the
withholding of any beneffs o medical servicss provided by federally
fungded programs.
I'am at least 21 years of age andwas tom on:
Date
1, . hereny consent of my own
free will o be sterlized by

Doctr or Cinig
by a mathod called My
pECTy TYEE of Op
©onsent expires 180 days from the date of my signaturs below.
| also consentto the release of this form and other medical records
about the cperstion to:
Represantaiives of the Department of Health and Human Senvicas,
or Employses of programs of projects funded by the Department
but only for determining If Federal laws were observed.
I have racelved a copy of this fom.

Signature Dafe
You are requested to supply the following Information, but |t & not re-
quiret: (Emnily and Race Designatin) (oiease check)
Enniciy: & [Mark one or more)
[ Hispanic or Lating [| Amenican Ingian or Alaska Mative
[ Mot Hispanic or Lating  [] Aslan
[] Black or African American
[[] Mative Hawallan or Other Pacilic Islander
[ wnre

B INTERPRETER'S STATEMENT B

IY an Intesprater s provided to assist the Individual to be sterlized:
| have transiated the Information and advice presented orally to the In-
dividual to be sterlized by the person cobtaining this consent. | have also
read him/hes the consent form In

W PHYSICIAN'S STATEMENT B
Shortly before | performed a sterliization operation upon

on

Name of Individua! Date of Sterliztion
| explained o himMer the nature of the sterlization opesation
.ihe fact that Ris

Spechy Type of Oper@tion
Intangiad to b2 3 final and ITEVErsible PoCEgUrE and e dISCOMTons, TSkS
ana beneflts associated with It

| counseled the Individual to be steriized that altemative methods of
Bifin contral ar2 avalable which are temporary. | expiained mat steriizs-
tlon Is diferent necauss It Is pemanant

| Informed the Indvidudl to be stenlized that nisher consent can
b wiihdrawn at any time and that neisne wil not lose any health sarvices
or benefts provided by Federal funds.

To the best of my knowisdge and beller the Indvidual to be sterlized s
at least 21 years old and appears mentaly competent. He/She knowingly
and volntarly requested 1o be sterlized and appeared to understand the
nature and consequences of the procadures.

for uss of final Use the first
paragraph below except In the case of premature dellvery o emergency
abdominal surgary where the starlization Is perfomad kees than 30 days
after the date of the Individuars signature on the consent form. In those
cases, ihe s2cond paragraph below must be used. Cross oul the para-
graph which Is not usea.)

(1) At l23st 30 days have passed betwsen the date of the INOVILAIs
signatura on this consent form and the date the steriization was
performed.

(2) This sterlization was perfomed less than 30 £3ys but mare than 72
nouré after the mate of me Indiiuals signaire on tis consent fom
Decalse of the following CrEUMSEANces (eheck appiicatie box and fil In
Information reguested):

[C] Pramature delivery

Inaivinuar's expected date of delveny:

abdominal sugery (describe cltumstances):

language and explained its confents to Mimher. To the best of my
Knowtedges and bellef hefshe understood this explanation.

Inferpreters Signature Date
HHS-88T (04/22)

Physician's Signature Date
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Please reference the following
Family Planning Services Provider
Reference Module on the IHCP
Provider website for information on
how to complete the consent
sterilization form if you have any
guestions.

* Please note that all lines need to
be signed and dated.

« Complete facility address,
complete rendering provider
address, including all ZIP Codes

« Ifit’s not 100% complete it will not

be valid.




Patient Sterilization

A sterilization consent form is not necessary when a provider
renders a patient sterile as a result of an illness or injury.

* The physician must attach a certification to the claim indicating that the
sterilization procedure occurred due to an illness or injury when prior
acknowledgement was not possible.

A sterilization consent form is not required when ONLY a partial
sterilization is performed. Providers must note “Partial
Sterilization” on the claim form, on the line below the CPT or

HCPCS procedure code. For electronic claims, a claim note may
be used.

19




Hysterectomy

20

IHCP covers medically necessary hysterectomies performed
to treat an illness or injury.

Only covers when medically necessary and only when the
member has given informed consent.

Does not cover hysterectomies performed solely to render a
member permanently incapable of bearing children whether
performed as a primary or secondary procedure.

Providers cannot use the Consent for Sterilization form for
hysterectomy procedures.

Form must be submitted with claim to be considered for
payment.



Acknowledgement of Recelpt

Acknowledgement of Receipt of Hysterectomy Information

Member Name:

THCP Member ID:
Physician Name:
NPI or THCP Provider ID:
AMA Education Number:

It has been explained orally and in writing to

that the hysterectomy to be performed on her will render her permanently incapable of bearing
children.

O Signed before surgery

O Signed after surgery (at the time of the hysterectomy. eligibility was not established).

(Member or Representative Signature) (Date)

Physician Statement

The hysterectomy in the above case is being done for medically necessary reason(s). and the resulting
sterilization is incidental and is not, at any time ever, the reason for this surgical operation.

Diagnosis(ses)

(Physician Signature)

21




Newborns/NICU Process

« CareSource does NOT require newborn notification.

 Deliveries do not require authorization unless inpatient stay
exceeds mandate of 3 days for vaginal delivery and 5 days
for C-section OR if the mother is discharged and newborn

remains inpatient.

* In the case of eligibility changing while baby is inpatient,
providers have 60 days after date of change of eligibility status to
request a retro-authorization for services rendered while patient

was inpatient.
 All information showing change of eligibility must accompany the

request for retro-authorization and copy of the Retro-
Authorization must be submitted with claim.
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Expedited Appeals

 Call us at 1-855-202-1058 to expedite a clinical
appeal.

» Expedited appeals will be resolved and verbal
notification will be made within 48 hours

« CareSource will decide whether to expedite an
appeal within 24 hours.
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Provider Clinical/Claim Appeal Form
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Carg‘i'ource

Provider Clinical/Claim Appeal Form

Please note the following to avoid delays in processing clinical/claim appeals:

Please indicate the following patient information:

Include supporting decumentation - Incomplete submission will be retumed for additional informiation - Applicable tmety filing limits apply

Merricer Name

Member ID Murmber

Date of Senvice
Ciode/Service Mot Covered

Place of Senvice

Please indicate the following provider information:

Prowider Mame:
Prowider NP1 Nurriber
Prowider Telephone Murmber | ]

Select the most appropriate appeal type:

CareSource Provider ID
(Claim Nurnber
Reguestor Mame

Include required documentation:

O Claim Appeal — An adverss decision regarding payment for
a submitted daim or 3 denied daim for services rendered to a
CareSource member.

* Appeal form
* Supporting documentation
+ Original remittance advice

The providerffaclity rendering services has 383 days from the date of senvice
to file a daim appeal.

O Clinical Appeal — A request to review a determination
not o cerify an admission, extension or stay, or other health
care senvice conducted by a pesr review who was not
involved in any previous adverse determination ‘non-
certfication decision pertaining io the same episode or care.

* Appeal form
* Records supporting medical necessity
* Original remittance advice

The prowviderffaclity rendering service has 180 days from the date of sanvice
to file a dinical appeal.

O Corrected Claim — Any comection of the date of senice,
procedure/diagnosis code, incomect unit count, lneation code
andor modifier to a previously processed dam.

Resubmit the entire claim with updated information as a
Comected Claim. f you disagree with the amount paid on a dlam
line, you will need to submit an appeal

Please send Corrected Claims to:

CareSource

ATTN: Claims Dept.
P.0. Box 36807

Dayton, OH 45401-2807

Reason for appeal request:

Mail or fax all information to:

Claim Appeals Department Clinical
P.0. Box 2008 P.0. Box 1047

Dayton, OH 452011047

Provider Claim Appeals Coordinator
Fax Number: 037-531-2323

IN-F-0088-V 2 Date Issued 10ATIAHT

OMPP Approved 12H4/2016




Provider Clinical/Claim Appeal Form
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Carg‘i'ource

Provider Clinical/Claim Appeal Form

Please note the following to avoid delays in processing clinical/claim appeals:

Please indicate the following patient information:

Include supporting decumentation - Incomplete submission will be retumed for additional informiation - Applicable tmety filing limits apply

Merricer Name

Member ID Murmber

Date of Senvice
Ciode/Service Mot Covered

Place of Senvice

Please indicate the following provider information:

Prowider Mame:
Prowider NP1 Nurriber
Prowider Telephone Murmber | ]

Select the most appropriate appeal type:

CareSource Provider ID
(Claim Nurnber
Reguestor Mame

Include required documentation:

O Claim Appeal — An adverss decision regarding payment for
a submitted daim or 3 denied daim for services rendered to a
CareSource member.

* Appeal form
* Supporting documentation
+ Original remittance advice

The providerffaclity rendering services has 383 days from the date of senvice
to file a daim appeal.

O Clinical Appeal — A request to review a determination
not o cerify an admission, extension or stay, or other health
care senvice conducted by a pesr review who was not
involved in any previous adverse determination ‘non-
certfication decision pertaining io the same episode or care.

* Appeal form
* Records supporting medical necessity
* Original remittance advice

The prowviderffaclity rendering service has 180 days from the date of sanvice
to file a dinical appeal.

O Corrected Claim — Any comection of the date of senice,
procedure/diagnosis code, incomect unit count, lneation code
andor modifier to a previously processed dam.

Resubmit the entire claim with updated information as a
Comected Claim. f you disagree with the amount paid on a dlam
line, you will need to submit an appeal

Please send Corrected Claims to:

CareSource

ATTN: Claims Dept.
P.0. Box 36807

Dayton, OH 45401-2807

Reason for appeal request:

Mail or fax all information to:

Claim Appeals Department Clinical
P.0. Box 2008 P.0. Box 1047

Dayton, OH 452011047

Provider Claim Appeals Coordinator
Fax Number: 037-531-2323

IN-F-0088-V 2 Date Issued 10ATIAHT

OMPP Approved 12H4/2016




Administrative Denials

Examples
 Late notification of inpatient admission

« Member not Eligible at time of request for
authorization

 Late Retro Physician Denial
* Needs to be submitted within 60 days from DOS

 Non-Covered Codes
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Peer to Peer Review

* Our members’ health is always our number one priority. Upon
request, CareSource will provide the clinical rationale or criteria
used in making medical necessity determinations.

* You may request the information by calling or faxing the
CareSource Medical Management Department. If you would like
to discuss an adverse decision with physician reviewer, please call
the Provider services line at 1-833-230-2168 within five business
days of the determination.

» Our new line was created with a special team dedicated to answer
live calls. You will be able to reach a live staff member anytime
during normal business hours.

27




Important Information

» Providers are responsible for verifying eligibility and benefits before
providing services, except in an emergency situation.

 Failure to obtain a prior authorization may result in a denial for
reimbursement.

« Authorization is not a guarantee of payment for services.

« CareSource does not require prior authorization for unlisted CPT codes.

« However, we require a signed, clinical record be submitted with your claim to
review the validity of the unlisted CPT code.

* Claims submitted without clinical records for unlisted CPT codes will be denied.

« Denials will be reconsidered through the claims dispute/appeal process with
pertinent clinical records and should be sent directly to claims for consideration.

« Services beyond applicable benefit limit for members 20 years of
age and under require a prior authorization.

28



Updates & Announcements

Visit the Updates and Announcements page

located on our website for frequent network
notifications.

Updates may include:

= Medical, pharmacy and reimbursement policies
= Authorization requirements

29
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Car}Source'

CareSource

Health Partner

Engagement Representatives
Denise Edick, Manager, Health Partnerships

317-361-5872
Denise.Edick@caresource.com

Amy Williams, Team Lead, HealthPartnerships
317-741-3347
Amy.Williams@caresource.com

Angelina Warren, Behavioral Health Partner
Engagement Specialist (NorthernTerritory)
317-658-4904
Angelina.Warren@caresource.com

Stephanie Gates, Behavioral Health Partner
Engagement Specialist (Southern Territory)
317-501-6380
Stephanie.Gates@caresource.com

Brian Grcevich, Ancillary, Associations and Dental
317-296-0519
Brian.Grcevich@caresource.com

Contracting Managers—
Hospitals/Large Health Systems

Tenise Cornelius —North
317-220-0861
Tenise.Cornelius@caresource.com

Mandy Bratton —South
317-209-4404
Mandy.Bratton@caresource.com

Regional Representatives
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Tammy Garrett Maria Crawford PaulaGarrett

219-221-7065 317-416-6851 812-447-6661

Tammy.Garrett@caresource.com Maria.Crawford@caresource.com Paula.Garrett@caresource.com

Franciscan Alliance Indiana University,Suburban Health Deaconess, St. VincentHealth
Organization

CathyPollick Jeni Cross Erin Samuels

260-403-8657 765-993-7118 812-454-4846

Catherine.Pollick @caresource.com Jennifer.Cross@caresource.com

Erin.Samuels@caresource.com

Parkview,Lutheran, St.Joseph

SarahTinsley

317-607-4844
Sarah.Tinsley@caresource.com
Union Hospital, AmericanHealth
Network

Community Health Network,
Regional Medical Center Eskenazi

KentuckyOne, Norton,Baptist
Health Floyd

IN-P-0190h
Date Issued:08/04/2020
OMPP Approved: 07/30/2020
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Test YOUR Knowledge

* |s the Sterilization Consent Form utilized for a
Hysterectomy?

 When Is the Sterilization Consent Form not
needed?

« What kind of procedures need authorization
through NIA Magellan/RAD?

 How many different ways are there to submit a
prior authorization?

32



Test YOUR Knowledge
Answers

* |s the sterilization Consent Form utilized for a
Hysterectomy?
* No, a Hysterectomy utilizes the Acknowledgement of Receipt
of Hysterectomy Information

« When is the Sterilization Consent Form not
Needed?

« For a Partial Sterilization - When the provider renders a
patient sterile as a result of an illness or Injury.

« What kind of procedures need authorization
through NIA Magellan/RAD?

* CT, MRI, PET Scans, Myocardial Perfusion Imaging, MUGA
Scan, Echocardiology, Stress Echo

« How many different ways are there to submit a
prior authorization? '

« 5 - Emalil, Phone, Fax, Mail & Provider Portal

33



